Section of Dermatology
.519 coccus with a nocardia growing in very fine filaments. Often the infection seemed to begin after tooth extraction, or some injury to the mouth. The cases differed considerably in their response to treatment. Some were very obstinate, especially if the condition were superimposed upon a fissured tongue. In one case, which cleared up clinically after a short treatment, cultures were repeated several times at intervals of some months, and each time the same organisms were obtained. Yet one could not say that they represented the normal flora of the mouth because in controls they were not found. Moreover, in cases of black furry tongue there was generally an absence of the usual inhabitants of the mouth, streptococci, spirochetes. etc., the nocardia and cryptococcus being obtained in pure culture. He had usually treated them by massaging with an ointment containing an antiseptic of the carbolic group such as monsol. It was more effective than a liquid preparation. Occasionally curetting was required. Suibjective symptoms were generally absent, except where there was fissuring, and then seemed to be neuritic and not amenable to surface therapy. To alleviate this, X-rays were sometimes useful.
He had shown a case of black hairy tongue with chronic glossitis at a meeting of the Section, March 15, 1928, when the bacteriology was described (Proc. Roy. Soc. Med. 1928 , xxi, 1429 .
Dr. H. W. BARBER said that he had had a case of the kind some years ago, which was investigated by Dr. Broughton-Alcock, who obtained the same organisms that Dr. Goldsmith mentioned.
Dr. H. MACCORMAC said that during the late war, for a period of about a year, a medical colleague with " black tongue " had been under his constant observation. On several occasions, although no treatment was given, the condition cleared up completely, but relapsed again. This pronounced tendency to spontaneous cure had to be taken into account in estimating the supposed efficacy of any remedy. Further, such a course of events seemed opposed to the idea of an infection with, for example, a monilia.
Healed Gangrenous Purpura of the Legs.-L. FORMAN, M.D.
Patient, a married woman, aged 50. Seen at out-patients' department in October, 1930, having had purpura affecting the lower limbs below the knees. The purpuric areas were large, involving the subcutaneous tissues. After ten days these areas became hard and black and sloughed away, leaving deep clean ulcers which healed with the scars now visible.
The temperature was raised to 99.80 at night for three days, the spleen was enlarged three fingers' breadth below the costal margin, and enlarged glands were present in the right axilla. No evidence of any septic focus. The diagnosis was purpura in an infective mononucleocytosis or chronic lymphatic leukwmia. The increase in the white cell count perhaps makes the latter more likely.
Since the patient's discharge from hospital some further purpuric spots have developed.
The platelet count in this case was above normal, but it was estimated after the conditions had been established for two weeks, and this does not preclude a low platelet count occurring at the onset of, or preceding, the purpura. The recurrence of the purpura when the patient is up and about is commonly observed, and it is of interest that v. Horvath, in the Deutsches Archiv, 1928, points out that marked change in numbers of thrombocytes occurs on assuming the erect posture. Gangrenous purpura in the meningococcal cases was found to be associated with thrombosis and necrosis of the arterioles, and probably the same change occurs in gangrenous purpura of septic origin.
